of my cases is by no means the rule, and I have only found it mentioned in three others, all of which, strange to say, were recorded by English observers. As a rule, there appear to be no premonitory symptoms, nor is there at all frequently rapid enlargement of the hydrocele during the few weeks preceding rupture, as Reverdin thought. In one or two cases the rupture has taken place during sleep, or has passed unnoticed by the patient, as in my second case; but usually it has been accompanied by a feeling of something tearing or giving way. Pain is a much more variable symptom, for, while usually severe and described as cutting or stabbing, it is occasionally entirely absent at first. The pain, when present, lasts a variable time, and is but rarely accompanied by faintness or any general symptoms; indeed, in not a few cases the patient has gone on with his work a few nminutes after the occurrence of the rupture, and only sought medical advice after some hours on account of continuous or increasing discomfort. The immediate effect of the rupture, noticed by the patient, is usually that the swelling of his scrotum has become larger and softer, and an examination during the first twelve hours generally reveals a more or less uniform cedema, absolutely confined to the affected side of the scrotum, which appears to have been translucent in most of the cases in which this point was investigated. The position of the testicle can generally be nmade out by palpation at this stage. After the first few hours the cedema slowly spreads to the penis, especially the prepuce, the opposite side of the scrotum, and even at times to the lower part of the anterior abdominal wall and perineum. More or less discoloration of the scrotal tissues from effused blood is generally to be seen within twelve or twenty-four hours of the rupture, and where a vessel of any size has been torn a subserous or subcutaneous hematoma will be produced. The scrotum is usually very tender when touched, and there is sometimes a recrudescence of the pain, which lasts two or three days, and may be so severe as to compel the patient to keep his bed. Bailly regards the persistence or recurrence of pain as a sure sign of the formation of a hmmatocele, and the consequent necessity of operative interference.
If untreated, the cedema generally begins to subside after a few days, and has usually entirely disappeared in a fortnight or three weeks while the hydrocele, which has either become much smaller or has disappeared altogether, in most cases slowly refills. It is probable that cases, such as those described by Velpeau, in which the patient goes to bed with a well-marked hydrocele and wakes up next morning without any scrotal swelling at all, are to be explained by rupture without haemorrhage and rapid absorption of the effused fluid. In a few cases after rupture a soft area has been noted in some part of the scrotum, in the base of which an opening admitting one or two fingers could be felt through the skin. The absorption of the fluid is usually accompanied by slight fever and general malaise, and occasionally a feeling of sickness. In a few cases polyuria and even diarrhoea have been noted. Complications are extremely rare, but cases of gangrene and even fatal septicaemia have been reported.
PATHOLOGY.
In considering the pathology of this affection one has first of all to inquire why the tunica vaginalis ruptures. In most of the recorded cases the traumnatism producing the rupture, if present at all, has been of a quite insignificant character, while we know that the normal tunica vaginalis is a membrane of some strength and capable of resisting considerable fluid pressure. This is shown by the experiments of Saint-Martin and Delore. The former observer, by injecting fluid under pressure into the tunica vaginalis of post-mortem subjects, found that one atimosphere was the least pressure under which he ever obtained rupture, while in seven cases out of fourteen he failed to obtain rupture at all. In each of the seven cases in which rupture occurred it was situated in the upper part of the tunica vaginalis. Delore, however, found the rupture almost as frequent below as above. When a hydrocele has formed the tunica vaginalis has still considerable strength, and Mauclaire and Vinsonneau state that they have tried to produce rupture by pressure on the hydroceles of patients under chloroform, immediately before performing radical cure, but have failed. It seems clear, therefore, that, except under the influence of relatively severe traumatism, to undergo rupture the tunica vaginalis must be in some way changed. In what exactly this change consists there is some difference of opinion; but before mentioning the two principal views on the subject, it will be -convenient to briefly allude to the anatomy of the part.
As is well known, the parietal portion of the tunica vaginalis is covered by several layers of tissue. Beneath the skin is the dartos, a thin, reddish membrane of unstriped muscular and elastic fibres, which, according to Barrois, consists of two separate layers, the outer surrounding both testicles, the inner and stronger forming a separate investment for each. In the middle line there exists a potential space, bounded o-i each side by the deep layer of dartos, and into this space pathological effusions occasionally take place. Next comes a thin layer of loose cellular tissue called by the French the fascia of Cooper. On injecting fluid into the potential space formed by this loose tissue, it is found to be completely closed on the side of the thigh, but to communicate freely with the subcutaneous tissue of the periineum, penis, and anterior abdominal wall. Here pathological effusions collect much more frequently. Beneath this again is a strong fibro-muscular tunic consisting of three layers, more or less easily separable. It may be regarded as a fibro-muscular bag enclosing the testicle and cord, open only at the level of the internal abdominal ring. The lower portion enclosing the testis is by far the stronger. Separating the tunica vaginalis from this fibro-muscular coat is a layer of subperitoneal cellular tissue, in which blood vessels, mainly branches of the funicular artery, ramify. This tissue is much better developed above than below; indeed, in its lower fourth the tunica vaginalis becomes firmly united to the fibro-muscular layer. Pathological effusions are frequent in this situation. According to Beraud, the tunica vaginalis often presents finger-like diverticula, one or two centimetres long, which end blindly sometimes after piercing the fibro-muscular tunic. While they may exist in any part of the tunica vaginalis, they are said to be most common above. Although their existence is not admitted by all anatomists, they are regarded by Saint-Martin as the essential cause of rupture in hydroceles. Burdet and Delore, on the contrary, think that the cause should rather be sought in the softening and degeneration of the tunica, vaginalis and its coverings. In comparing these two theories, it will be well to inquire into the usual seat of rupture and the condition of the tunica vaginalis found at operation. Saint-Martin, writing in 1883, stated that, according to his observations, the rupture most commonly took place in the antero-superior part of the tunica vaginalis. Reverdin, writing in the same year, regarded the anterior and central region as the most common seat. Since this time many cases have been recorded, and, as a large percentage of these have been subjected to operative interference, the exact locality of the rupture has been determined with much greater exactitude than formerly, and has been shown to have been situated at almost all points in the tunica vaginalis in different cases. From an examination of the records of a number of cases, it would seem that the rupture is slightly more frequent on the anterior aspect than on the posterior, a fact perhaps explained by the adhesion of the tunica vaginalis posteriorly to the scrotum noted several times. Some French authors seem to regard the at SAGE Publications on June 21, 2016 jrs.sagepub.com Downloaded from point of application of the trauml-atism in traulmiatic cases as imiiportant in determiiining the situation of the rupture, but it would appear contrary to the laws of fluid pressure to expect this. We miiust conclude that the tunica vaginalis ruptures at its weakest point, which miiay be anywhere, and by no m-ieans exclusively in the juxta-funicular I)ortion, as Saint-Martin thought.
In the second place, what is the condition of the tunica vaginalis? In nearly every case in which the tunica vaginalis has been carefully examined it has been found diseased. The nmembrane itself is usually thickened and vascular, and may present on its inner aspect flattened plaques, of a yellowish colour, reseimbling those of atherolmia, and sonmetimes calcified, or even ossified. In the substance of the meim-brane may be areas of fatty degeneration, and occasionally false imiemiibranes are found on its inner surface. Histological exaimiination of sections of the thickened tunica vaginalis, after rupture, have shown it to be comnposed of fibrous connective tissue, so thick and dense as to be comllpletely deprived of cellular elements. Reverdin, who describes twvo cases of comparatively short duration before rupture, notes that even in these there were lesions in the tunica vaginalis which no one would have expected, and the conditions found at operation, in mly third case, are entirely in accordance with this observation. No doubt, where the applied traumniatismll is sufficiently severe, rupture imlay occasionally occur in tunicae vaginales that are but little changed, and it seems probable that the cases recorded by Stitelet were mainly of this nature. Even in these cases, however, a " washed-out " appearance of the tunica vaginalis is described. Thickeninig of the fibro-m--uscular covering has also been noted in a few cases, but whatever changes mi-ay take place in the tunica vaginalis, and the subjacent fibrous tunic, the two m-embiranes are always easily separable from one another. It would appear, therefore, that the tunica vaginalis gives way because it is diseased, and that the rupture nlay oceur at any point on its surface.
We mliust next inquire what it is that gives way when a rupture oCcurs. Is it the tunica vaginalis only, or does the fibrous layer rupture at the same tiIme also ?' Reverdin was of opinion that both coats generally gave way, but Burdet considered that it was the tunica vaginalis only which usually ruptured. Delore's experliml-ents, inl which fluid under pressure was injected into the vaginal sac, seemi rather to favour the latter view, for in one case only out of nine was the fibrous layer ruptured; but little reliance can be placed on the results of these experiments, since healthy tissues only wer-e involved in them.
Certainly, in some of the more recent and carefully described cases it is the tunica vaginalis only which has given way, but there can be no doubt that both varieties occur; so that the effusion of the serous fluid and blood may take place, either into the subserous tissue or into the loose cellular tissue immediately beneath the dartos, or into both. Poncet, of Lyons, thinks it is possible to distinguish clinically between these two varieties. He says that a rapidly spreading oedema, with considerable ecchymosis, extending on to the abdominal wall, indicates a rupture of the fibrous tunic, while a limited swelling, acconmpanied by slight ecchymosis, will be in favour of a rupture of the tunica vaginalis. only. This will be more certain if the effusion is prolonged along the. cord and forms a tumour of some size. In ten days or a fortnight after the rupture the greater part of the effused fluid will have been absorbed, and if there has been much bleeding it is then quite easy to distinguish a vaginal from an extra-vaginal heematocele, for the former surrounds and obscures the testicle, while the latter forms a swelling to one or other side of it. When the scrotal skin is adherent to the tumour, it is strong evidence that the haematocele is situated external to the fibro-muscular coat. The hmmatocele thus formed may occasionally be absorbed, but it is much more usual for the scrotal tissuesUto become thickened around and for the swelling to persist indefinitely. Sometimes, in cases of repeated rupture without much hmorrhage, an intra-parietal pocket is formed, which remains connected with the cavity of the hydrocele, or may be gradually separated from it.
The rupture itself is usually slit-like, with sharp-cut or jagged edges. As in the cases here described, it is often longer than one would have anticipated. The fluid found, on operation, in the sac of the hydrocele is usually blood-stained, and contains a variable amount of blood-clot.
The pouches resulting from the rupture are also filled with clot. The older French observers attributed the haemorrhage to rupture of vessels in the cellular tissue, resulting from excessive traction as this tissue became distended with effused hydrocele fluid. This may be true in part, but there can be no doubt that blood is also derived from the vessels divided by the rupture of the tunica vaginalis, or fibrous coat, the latter being often very vascular. Walther describes a case in which, on the evacuation of the clots, a profuse discharge of blood poured out from an artery in the torn edge of the tunica vaginalis. When the case is left to nature the tear in the tunica vaginalis, as a rule, slowly heals by the formation of a fibrous scar, and the hydrocel6 refills.
CAUSES.
The exciting causes of rupture may be traumatism, as by a knock or blow which presses the distended tunica vaginalis against the resting pubes; or pressure, as when the hydrocele becomes squeezed between the thighs by the contraction of the adductor muscles. There is also considerable evidence to show that muscular effort such as occurs during a fall, a cough, defaecation, or a fit of anger may produce the same effect. While Kocher would deny the possibility of this, Le Dran maintains it strongly. He believes that either by direct action of the lower fibres of the internal oblique on the vessels of the cord, or by increased intraabdominal pressure, the tension in the blood vessels of the tunica vaginalis is raised to such an extent that they give way, and the consequent increase of fluid in the tunica vaginalis is sufficient to determine its rupture. Baseil, on the other hand, believes the contraction of the cremaster to be the chief causative factor in these cases. But, besides these, so-called spontaneous cases undoubtedly occur, where rupture takes place without any apparent cause. In Velpeau's case a rupture occurred while the patient was asleep, and in a still more curious case described by Reverdin the patient felt a sharp pain, followed by all the symptoms of rupture, while seated quietly in a chair. The existence of spontaneous cases is of great interest, and points strongly to some degenerative condition of the wall of the sac as the essential cause of rupture. In a few cases of this nature a rapid increase in the size of swelling has been noticed before the rupture, but this is, however, rare. It is probable that muscular effort is the commonest exciting cause, and that spontaneous ruptures are the rarest; but it is necessary to remember that most of the recorded cases occurred in hospital patients, who, for the most part, work hard, and are therefore most subject to traumatism and muscular strain. If, as seems probable, the true cause of rupture is degeneration of the wall of the hydrocele, in the absence of traumatism this degeneration may advance so far that rupture occurs after very slight violence, or even spontaneously.
DIAGNOSIS.
There is usually but little difficulty in recognizing this condition if a reliable history -is obtainable. It seemed obvious from the first in my three cases. Elephantiasis scroti and extravasation of urine are said to be the conditions for which it has been mistaken, and its resemblance to the latter is certainly close at first sight. Where rupture of the tunica vaginalis occurs alone, and where there is but little scrotal effusion, the condition may closely resemble a haematocele; indeed, some think that not a few cases diagnosed as vaginal or parietal heematoceles arise in this manner. It is also necessary to remember that a vaginal homatocele may itself rupture, and, in the absence of a reliable history and of translucency after the accident, the two conditions will be very difficult to distinguish. When the rupture comes on acutely, with fever and sickness, a strangulated hernia may be closely simulated. But the freedom of the hernial rings will at once make the diagnosis clear. Erysipelas will also have to be considered in such cases, but we-must recollect that-erysipelas may occasionally occur as a complication of rupture.
TREATMENT.
The first recorded case of ruptured hydrocele was published in 1757, and for many years very little in the way of treatment was recommended. But palliative measures rarely result in a permanent cure, as is seen by the records of several cases: for example, a patient of Serre's, who repeatedly ruptured his own hydrocele by pressure, when it became uncomfortably large, thereby obtaining temporary relief. Only two or three cases of cure without operation have been recorded years after rupture, nor should we anticipate that a simple rupture of as diseased organ would make it healthy. Injection of coagulants is likewise uncertain. While it has sufficed to cure in some cases, it has been followed by suppuration and sloughing in others. Where antiseptic precautions can be taken, the best treatment in most cases is to cut down on the hydrocele, and perform a radical cure, clearing out all the blood-clot, and removing the greater part of the parietal portion of the tunica vaginalis. Where, as sometimes happens, firm adhesions exist posteriorly, binding the tunica vaginalis to the scrotum, it is probably best to follow Reverdin's advice, and leave this area untouched. In old men, too, where the testicle has ceased to be a functional organ, castration may be the simpler course. The only question is as to the best time to operate. When the cedema and infiltration are considerable, as in ruptures beneath the dartos, Poncet, of Lyon, recommends waiting a few days or a week, till most of the fluid is absorbed. He says the danger of suppuration, which is so liable to occur with large effusions of serum and blood, is thereby lessened. But where there is great pain from distension something must be done to relieve the patient, and
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Bailly suggests that aseptic puncture of the haematocele is desirable as a temporary measure. With limnited effusions there can be no reason to postpone operation.
In conclusion, I should like to thank Mr. Bland-Sutton for permission to publish the following cases, upon which, as well as those referred to in the following bibliography, the paper is based: Case I.-H. F., aged 52, a painter, had suffered from a lhydrocele of the left tunica vaginalis for five years. During this time he had been accustomed to have it tapped about every six months, the last occasion being in May, 1905 . As more than the usual time between the tappings had elapsed, and as the hydrocele, though painless, gave trouble through its size and weight, he had determined on the morrow to seek relief. On March 9, 1906, at about 10.30 a.m., the man, who was out of work at the time, was walking down Chlaring Cross Road, and, seeing a sixpence, bent down quickly to pick it up. In doing tbis he is quite sure that he did not knock his hydrocele, but he thinks that possibly he may have pressed on it as he stooped down. He immediately experienced a sensation of something tearing or giving way, and felt a sharp pain in the left side of his scrotum. He felt rather giddy for a few minutes; but as soon as he recovered he felt for his hydrocele, which before had been smooth, firm, elongated from above down, and confined to the left side of his scrotum, and noticed that it had become quite soft. He walked about for a time, but as the pain, which had never left him since the accident, increased in severity, and as he began to feel generally ill, he came to the Middlesex Hospital at about a quarter to twelve. When seen in the out-patient room about 2.30 his condition was as follows: The left side of the scrotum was swollen to the size of a large orange. There was considerable superficial cedema, so that the skin appeared irregular on the surface, like the skin of an orange, and pitted readily.
The cedema was entirely confined to the left side of the scrotum, and there was no discoloration or sign of effused blood anywhere. The whole scrotum was soft, and, although on account of the tenderness the outline of the left testis could not be made out, it was quite evident that the scrotum contained no tense swelling of any appreciable size. Over the left external abdominal ring was a pad of fat. The penis was quite normal. The next day slightly increased swelling of the left side of the scrotum was noticed, as well as some cedema of the right. There was also some ecchymosis in the skin, especially on the left side, and both cedema and discoloration of the penis, most marked at the preputial fold. Mr. Bland-Sutton operated the same afternoon. An incision about 3 in. long was made over the anterior aspect of the left side of the scrotum. The skin and dartos were cedematous, and contained a good deal of effused blood of a dark colour. When the tunica vaginalis was incised it was found to contain about an ounce of blood-stained fluid. On its posterior aspect, behind and outside the testes, was a vertical tear some 2 in. or 2' in. long and almost straight. Thie edges of this tear appeared clean-cut and not jagged, and beyond it was a cavity in the cellular tissue of the scrotum, containing some amount of clotted blood. This was cleared away and a radical cure performed. The greater part of the parietal layer of the tunica vaginalis was removed and the testicle invaginated into the remainder, which was secured around it by two stitches. A drainage-tube was inserted, and, on account of the cedema, two stitches only were used to unite the skin. The cedema rapidly became less, and on the fourth day after operation had so far decreased that five extra superficial stitches were added. The wound healed slowly without suppuration, and the patient was discharged on April 4. Unfortunately, no microscopic examination of the tunica vaginalis was made in this case.' Case II.-The second case is that of a journeyman baker, aged 43. Except that he had had a left-side hydrocele for five years, there was nothing noteworthy in his previous history. The man had a sallow, unhealthy appearance, the result of his employment, and his arteries were rather thickened. He stated that he had never had syphilis, and that he was a moderate drinker, but occasionally, as he expressed it, "went on the spree." He had had his hydrocele tapped in June, 1906, when 22 oz. of fluid were removed, and again in March, 1907, when 20 oz. were drawn off. The hydrocele had again filled, and extended as high as the internal abdominal ring, the swelling being most marked above. It was beginning to cause him inconvenience by its size, and was slightly tender, so that he had made up his mind to come to the hospital in a few days' time to have it tapped again. He has no recollection of ever knocking the hydrocele, but on April 11. 1908, he noticed that the swelling had become softer and more tender than usual. On April 12 this condition became more noticeable, and the chief swelling being in the lower part of the scrotum instead of above as previously. To quote the man's own words, his hydrocele " had dropped all flabby like a busted football." There was also discoloration of the skin on both sides of the scrotum. On April 13 the pain became so severe that the man was unable to continue at his work, and came to the Middlesex Hospital. The scrotum was then found to be cedematous, especially on the left side. The right testicle could be felt, but the left could not be made out, although testicular sensation was obtained on both sides. Neither fluctuation nor translucency was present. The skin of the scrotum was discoloured on both sides, but especially on the left. The next day (April 14) all cedema on the right side of the scrotum had disappeared. The left testis could not be made out, but fluctuation was obtained, and the fluid could be displaced from the lower part of the scrotum to the external abdominal ring. On April 23 the patient was admitted to the hospital. Practically all cedema and discoloration of the skin of the scrotum had disappeared. The hydrocele felt tenser than before. On April 29, through the kindness of Mr. Bland-Sutton, I performed a radical cure of the hydrocele. An incision 2 in. long was made over the upper part of the left side of the scrotum. A thick-walled hydrocele sac was opened. ' The above case has been previously published in the Archives of the Micldlesex Hospital, 1906, viii, p. 35. at SAGE Publications on June 21, 2016 jrs.sagepub.com Downloaded from
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The contents of the sac were clear serous fluid, and the inner surface of the sac was smooth generally, but nodular where it covered the testis. The wall of the sac was everywhere thick, and consisted of a double membrane. To the inner side of this sac was a second nearly as large as the first. It was subcutaneous and lined by a thin serous membrane. It contained blood-stained fluid, and had ruptured posteriorly. The septum between the two sacs was thick and dense, but at one point it was much thinner and bulged toward the thin-walled sac. As much as possible of both sacs was dissected away, and a running stitch applied round the cut edge of the tunica vaginalis where it was reflected on to the testis, to limit hbemorrhage. The serous surface of the testis was then wiped with raw carbolic and the wound closed. A microscopic examination of the thickened tunica vaginalis showed it to consist of dense fibrous tissue with thick-walled arteries. The fibrous tissue was moderately cellular and contained elongated cells, with abundant protoplasm and a small round nucleus. It is quite clear that in the above case it was the thin-walled sac and not the tunica vaginalis that had ruptured. It would seem probable that this sac w-as secondary and due either to a previous rupture of the tunica vaginalis and the fibro-muscular coat, or to a leakage after tapping. It may be that the thin bulging area noted in the intervening wall between the two sacs represented a previous communication between them.
Case III.-On April 3, 1909, J. C., a shop assistant, aged 24, was admitted to the Middlesex Hospital for ruptured hydrocele. There is nothing special in his family or previous history. About a year before admission he noticed a swelling in the left side of his scrotum. It appeared spontaneously, and steadily increased in size. In about three months, though there was no pain, it became so inconveniently large that he consulted a doctor, who pronounced it a hydrocele, and tapped it. For two months all went well, but after this the hydrocele began to fill up again, and, after attaining the size of an orange, remained stationary. On April 3, while leaning over a billiard table, the young man knocked his scrotum. The blow was quite slight, but immediately he felt an acute pain, which, as he expresses it, "doubled him up." In a few minutes the pain became less acute, so that he was able to finish his game, but a dull aching followed. He examined his scrotum, and, finding it swollen and discoloured, came at once to the hospital and was admitted. On admission the scrotum was seen to be swollen to the size of a cocoanut, and discoloured by extravasated blood. The discoloration was general, though most marked below, but the swelling was almost confined to the left side. The scrotum was very tender. The swelling was tense, and fluctuation was obtained in it, but it was translucent. The testicle could not be felt. There was some oedema of the skin of the penis and prepuce, which were slightly discoloured. On April 5 Mr. Bland-Sutton decided to operate. A vertical incision 3 in. long was nade downward from a point a little below the left external abdominal ring. Much blood-clot was found in the scrotal tissues. The tunica vaginalis was opened by deepening the incision, and found to contain blood-stained fluid and at SAGE Publications on June 21, 2016 jrs.sagepub.com Downloaded from clot. When this was removed a vertical tear some 2 in. long was seen extending through the parietal layer of the tunica vaginalis on the outer side. A portion of the thickened tunica vaginalis was removed, and the remainder everted and sutured behind the testis. A drainage-tube was inserted and the wound closed. The man made an uninterrupted recovery. On April 21 he left the hospital, the wound being completely healed. Microscopic examination of portions of the thickened tunica vaginalis removed at operation two days after the rupture showed it to consist of dense fibrous tissue. Between the fibres were a fair proportion of elongated fibroblasts and small round cells. The rather numerous blood vessels were in no way thickened, but were immediately surrounded by a large number of small round cells. It is interesting to note that the thickening of the tunica vaginalis was by no means uniform, being much more marked in some parts.of the membrane than in others.
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DISCUSSION.
The PRESIDENT (Mr. Godlee) asked whether, in all the recorded cases, there was anything to point to disease of the testicle, such, for example, as syphilis, as hydroceles were frequently associated with some disease of that organ. He thought it must be a rare condition, as he had not come across a case in a somewhat long experience. And the only cases he could think of that might have been confused with it, which he had seen, were those which were formerly called inflammatory cedema of the scrotum, or erysipelas of the scrotum, which cases were comparatively common many years ago, but of which he now seldom saw an example.
Mr. SOMERVILLE HASTINGS, in reply to the President, said he had never found any record of any disease of the testicle in those cases (about forty in all) of which he had seen the reports, nor had syphilis been mentioned in any of them. There was no syphilitic history in any of his three cases, because he had inquired carefully about that point in all of them.
The Clinical Significance of Gastric Hypersecretion and its
Connexion with Latent Disease of the Appendix.
By W. SOLTAU FENWICK, M.D.
THE disorder known as " hypersecretion" is distinguished from all other functional perversions of the stomach by the fact that a secretion of gastric juice occurs in the intervals as well as during the progress of digestion, and is therefore practically continuous. The symptoms of this disorder seem to have been quite familiar to English physicians during the early part of last century, who were wont to ascribe them to an "' acid" or " irritative " condition of the stomach; but it was not until the publication of Reichmann's researches in 1882 that the association of these clinical phenomena with a continuous secretion of gastric juice became clearly recognized. But, although this writer proved conclusively the existence of what he termed " gastrosuccorrhcea," considerable doubts have been expressed as to its exact significance, while Schreiber and his followers have contended that, owing to the stimulating influence upon the gastric mucosa of dust, saliva and mucus, which are swallowed unconsciously during the night, a healthy fasting stomach always contains a certain amount of secretion in the early morning.
